SUMMARY We report a case of early syphilis with multiple bone lesions which all resolved after treatment with penicillin. We discuss why bone lesions may be more prevalent than generally believed and why 99m-Tc-MDP-bone scintigraphy is more sensitive than radiography in detecting syphilitic periostitis.
Introduction
Destructive bone lesions in late and congenital syphilis are well known but have rarely been seen since the introduction of penicillin treatment. Bone lesions in early syphilis, however, are rarely recognised but are of considerable clinical interest as they may be the first or only evidence of syphilitic infection. Because they may be asymptomatic, can cause only slight pain which doctors and patients may neglect, or may be painful but (in the early phase) radiologically silent, incidence of such lesions can be underestimated.
We present a case of early syphilis in which painful osteoperiostitis was the major manifestation of the disease. Bone x ray examinations were not performed, the authors estimated that the true incidence of bone lesions was higher than 8%. Bone lesions in early syphilis may also be overlooked because they are radiologically invisible in the early phase or because headache due to a mild aseptic meningitis is a common symptom (occurring in about 1507 of all cases) of secondary syphilis. 3 During the past decade a few cases of early syphilis with destructive bone lesions have been reported.2 [6] [7] [8] [9] Some reports have found bone lesions to be the first manifestation of the diseases.' 2 Bone pains have been reported in patients with early syphilis but normal roentgenograms,' '°and in some reports radiologically visible changes only developed several months after the initial pain.9 Syphilitic bone disease is probably initially generalised proliferative periostitis due to vasculitis, occasionally followed by a focal osteitis and eventually osteomyelitis." This sequence may explain the late appearance of radiological findings. Superficial bones are most frequently affected, primarily those of the skull, the sternoclavicular region, and the long bones of the legs, especially the tibiae.' " The skull lesions are often prelambdoidal' 5 and mainly affect the tabula externa.' They are irregular osteolytic areas with a wormeaten appearance. The typical picture in long bones is initially a periosteal proliferative reaction with periosteal elevation followed by deeper destructive and proliferative changes causing swelling, osteolysis, and formation of sequestra. The bone scintigram of the femoral lesions of our patient showed that the bone marrow was spared, which indicated mainly periosteal-cortical involvement. This accords with proliferative periostitis which is the major osseous manifestation of early skeletal syphilis, and which in this case suggested syphilitic infection. It has been stated that early and late syphilitic lesions can be differentiated radiologically,5 but this seems to be uncertain.6
Few authors have succeeded in isolating spirochaetes from bone lesions -in early syphilis.8
Such investigation therefore only seems to be indicated if there is no response to antisyphilitic treatment or the diagnosis is in doubt.
Bone scintigraphy seems to be more sensitive than radiography in detecting skeletal lesions in early K Hansen, K Hvid-Jacobsen, H Lindewald, P S S0rensen, and K Weismann syphilis, especially at the stage of periostitis. Even minor foci of increased mineral turnover will accumulate radionuclide, whereas about 50%70 decalcification is necessary to make bone lesions visible on radiography.'2 In our patient as well as in the only previously reported case in which bone scintigraphy was performed,2 this investigation showed all lesions visible on radiography and several other clinically and radiologically silent lesions. The higher sensitivity of scintigraphy explains why resolution was seen later using this examination than using radiography. The lesions seen on x ray films showed noticeable improvement within a few months after treatment, as in an earlier study in which about 10 months were needed for complete healing.'3 We recommend bone scintigraphy as a sensitive diagnostic tool in early skeletal syphilis, whereas radiography is preferable for follow up of the response to treatment.
